THE MEDICAL CARE OF EPILEPSY IN 
SCOTLAND 



CHAPTER 1 

Introduction 

1. Following upon a request by the Secretary of State for Scotland the 
Standing Medical Advisory Committee at their meeting on 24th February, 1966 
decided to set up a sub-committee with the following terms of reference: 

“to consider what further development is required in the services and 
facilities for the medical care of epilepsy in Scotland; and in particular, 
whether such development should follow the lines recommended for 
England and Wales by the Report of a Sub-Committee of the Central 
Health Services Council on the Medical Care of Epileptics (the Cohen 
Report).” 

2. The medical secretary of our sub-committee was Dr J. A. Ward of the 
Scottish Home and Health Department, and the lay secretary was Mr J. R. 
Wilson of the Western Regional Hospital Board. Our meetings have also 
been attended and the sub-committee greatly assisted by Dr H. B. Craigie (or 
his deputy Dr R. Ratcliff) of the Scottish Home and Health Department. 

3. We have held 11 meetings. The organisations and persons from whom we 
invited expert opinion and evidence are shown in the Appendix. We visited the 
Epileptic Colony, Chalfont St. Peter, the Maudsley Hospital, the Industrial 
Rehabilitation Unit at Egham, the Epileptic Colony at Quarner’s Homes at 
Bridge of Weir and the Industrial Rehabilitation Unit and Government Training 
Centre at Hillington in Renfrewshire. Three of our members visited the head- 
quarters offices and the sheltered workshops — Seaborn Industries — ot the 
Scottish Epilepsy Association. We are grateful to the staffs of all these units tor 
the time given to our visits and for answering the many questions which we put. 

4. We have interpreted our remit liberally, taking the view that we could not 
make a contribution of value if we restricted ourselves too narrowly m inter- 
preting the word “medical” in our terms of reference. We were in entire agree- 
ment with paragraph 4 of the Cohen Report that “there is a very close connection 
between the medical and socio-economic problems of epileptics, and conse- 
quently there must be a high degree of co-operation between the various services 
whose task it is to try to solve these problems”. Evidence was, therefore, invited 
from organisations with a social work content (see Appendix), and we also con- 
sulted the White Paper “Social Work and the Community” prepared by the 
Scottish Education Department and the Scottish Home and Health Department. 
We have noted the proposal in the White Paper to form a new social work 
department of the local authority which would embrace the present Children s 
Department, and would also recruit psychiatric and medical social workers. 
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The members of the sub-committee were concerned that this might endanger 
the confidentiality of medical records. It would obviously be unacceptable that 
a diagnosis of epilepsy made in childhood should be available to social workers 
many years later when the adult, who may have remained free of seizures for 
a period of years, seeks the help of the Social Work Department on a completely 
different matter. The record system of the Social Work Department must clearly 
be so designed as to preserve medical confidence or doctors will inevitably 
withhold important information from the psychiatric and medical social 
workers. It will be found that some of our recommendations for the care of 
epileptics in Scotland affect services other than those which arc purely medical 
and, indeed, we take the view that the lot of epileptics can be substantially 
improved only by closer co-operation between the various medical, social, 
educational and industrial services whether these be provided by central govern- 
ment, local authority or voluntary body. It has also occurred to us to hope that 
enlightened industrial bodies might, after consultation with the Scottish Home 
and Health Department, develop training schemes which would prove to be to 
the mutual advantage of epileptic sufferers and themselves. 

5. From the evidence which we have received it is apparent that there is a 
need for more education in the problems of epilepsy. We are of the opinion that 
they merit more attention in post-graduate medical education and also in the 
syllabus of the colleges for the training of school teachers. The most difficult 
problem in this context is the need to achieve a more enlightened attitude on the 
part of the general public. Its absence often has the effect that fear, distrust or 
suspicion concerning the person handicapped by epileptic seizures results in his 
being denied the extent of help or employment which severely physically handi- 
capped individuals can expect. This in turn may sometimes make the epileptic 
resentful or aggressive in attitude towards the community, and so prejudice his 
own opportunities. Further education of the general public about the problems 
of epilepsy can probably best be performed by voluntary bodies such as the 
Scottish Epilepsy Association, the British Epilepsy Association and the Epilepsy 
Society of Edinburgh and the South-East Region, also by the Scottish Council 
for Health Education. We have been particularly impressed by the excellent 
work carried out in Scotland in this connection by the Scottish Epilepsy Associ- 
ation. 

6. We have clear evidence to indicate that in the present climate of public 
prejudice the well controlled epileptic of good intelligence places himself at a 
disadvantage both socially and in the field of employment if he discloses his 
disability. It is most regrettable that this should be so. In the younger age group 
the same considerations may cause parents to withhold the fact that their child 
suffers from epilepsy from the school or other authority. The evidence sub- 
mitted to us suggests that the school health service is unaware of something 
approaching half of the epileptic children attending schools. The recent intro- 
duction of “At Risk” or of “Handicapped Children” registers should go some 
way towards detectingmore of these children before and after they go to school. 

7. We adhere strongly to the view expressed in the Cohen Report that every 
effort should be made to educate the epileptic child, who is free from other 
major handicap, in the ordinary school. While we think also that the right person 
to supervise the epileptic is his own family doctor, the school medical officer is 
responsible for his surveillance during school hours, and he is also well placed to 
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co-operate with his colleagues in the social and welfare departments of the local 
authority. We feel, therefore, that, save in exceptional circumstances, the school 
medical officer should be informed of the epileptic child in his school. We would 
like to see much more adequate communication concerning epilepsy between the 
family doctor, the school medical officer and the hospital specialist. 

8. Further development of the services and facilities for the care of epileptics 
in Scotland should, in our view, follow broadly along the lines recommended in 
the Cohen Report. Such differences as will become apparent in our Report arise 
partly from the particular needs of Scotland, such as the wide variations in 
population density, and also from the advances in both medical and social 
services during the past ten years. We discuss many of the facilities required for 
epileptics in terms of the regional hospital board areas, although we recognise 
that some important services, especially in the socio-economic field, are the 
responsibility of the local authorities. Many of the facilities already exist but 
require extension ; others should be developed. We have tried to indicate which, 
in our view, are urgently required and should be given priority, and those which 
we would like to see made available if and when resources permit. 



CHAPTER 2 

Classification 

9. The comments of the Cohen Report on the definition of epilepsy and its 
classification remain valid. The heuristic use in medicine of the word “epilepsy” 
justifies its continued application to all episodic disorders having a common 
disordered cerebral mechanism, though the social disadvantages are plain. A 
satisfactory social and employment classification could, in time, remove the 
objections. Instead of all epileptic patients suffering from prejudices deriving 
from the more severe types complicated by mental disorder, all would benefit 
by increasing public enlightenment and confidence if every epileptic patient 
could be guided into the type of employment most appropriate to the nature of 
his disorder. 

10. It is clear that no existing classification is suitable for the guidance of 
social, welfare and employment workers. Classification is only valuable as a 
means to an end and it is necessary to use the grouping appropriate to the 
circumstances. Thus, for example, the clinician requires a two-fold classification: 

(i) aetiological — (a) idiopathic (or cryptogenic). 

(b) symptomatic (with statement of presumed 
pathology) 

(ii) seizure type — a clinical pattern which probably depends on the 

anatomical site of origin of a paroxysmal neuronal dis- 
charge, the pathways by which it spreads through the 
nervous system, and the state of maturation of the 
brain. An international classification of epileptic seizures 
has been proposed by the International League Against 
Epilepsy (1964) for general adoption. (Gastaut, H. 1964) 
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It is unnecessary to elaborate on these two types of classification in the present 
context. Their merits and demerits are of importance to medical and scientific 
workers, but are relatively unimportant in the socio-economic field. ^ 

11 The Cohen Report recognised the desirability of the classification of 
epilepsy for socio-economic purposes, but decided that there were very serious 
difficulties in the way of producing a satisfactory definition oi epilepsy. Instead 
of this the Report wisely classified patients who suffer from epileptic attacks by 
recognising four categories of social disability based on the frequency of seizures 
and the degree of any associated disorder ol intellect or behaviour. We are in 
agreement with these general principles, but the evidence presented to us indi- 
cates that it has not been possible for welfare workers to translate these cate- 
gories into terms of employment, or to appreciate that the changing pattern of 
disease or therapy may require parallel change in the employment category. 
The Dunblane conference of the Scottish Epilepsy Association in U65 made a 
valuable study of this problem but was no more successful in suggesting a 
terminology agreeable to medical and social workers alike. It was appaient that 
Disablement Resettlement Officers (D.R.O.) and Employment officers wanted 
an assessment of every epileptic patient presented foi employment, but that 
medical staff could only meet their request with a statement in general terms 
which proved of little value. In fact a request for assessment is meaningless 
except in a particular context — “assessment for what? . The limiting factors 
are usually the intellect and education of the individual and the circumstances 
peculiar to each job. 

12. A way out of this vicious circle would be to classify types of employment or 
social care rather than types of patient. It would for instance be comparatively 
easy for the clinician to recommend a job-category if supplied with a list of 
examples. Major categories might be as follows: 

Category 1 — No restrictions. Employment according lo intellect, 
aptitude and personal wishes. 

Category 2 — All Category 1 jobs except work involving control of 
machinery where loss of control would endanger the 
worker or others (e.g. motor vehicles, pithead gear, cranes). 



Category 3 — - All Category 2 jobs except work involving use of un- 
guarded machinery or charge of other people. Otherwise 
normal industrial/commercial practice,- 

Category 4 — Work restricted to the simpler assembly, or commercial 
jobs or work with specially selected machinery under 
special supervision and at a suitable tempo (“sheltered 
employment”). 

Category 5 — Simple manual tasks (sweeping, cleaning, messenger). 

Category 6 — Occupational and handicrafts centre. 



Category 7 — Institutional care. 

It is obvious that many occupations would be difficult to classify, but it should 
be possible to indicate to the D.R.O. an approximate place on the scale for trial 
employment. Success in assessment would undoubtedly increase with experience, 
as medical, social and employment workers learned each others’ problems. The 
most favourable environment for this would be the diagnostic/treatment units 
recommended in paragraphs 19 and 28. 
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CHAPTER 3 



Prevalence and Age at First Seizure 

13. It has been shown that only approximately 75 per cent of patients suffering 
from epilepsy are seen by the hospital service (College of General Practitioners, 
1960). Accordingly it is more likely that the true prevalence of epilepsy will 
be obtained by considering the number of epileptic patients known to general 
practitioners. The normal difficulty in evaluating any studies of the prevalence of 
epilepsy is that the diagnostic criteria differ greatly; studies based on general 
practice have the additional disadvantage that these doctors do not normally 
have direct access to all diagnostic investigations such as, for example, E.E.G. 
With these reservations the following studies of prevalence in England and 
Wales at this level of ascertainment are listed in Table I below: 

TABLE I 



Author 


Population 


Prevalence 

(per 1,000 population) 
Male Female 


Logan, 1956 


37,860 


3.6 


3.9 


Logan and Cushion (1958) 


382,829 


3.5 


3.1 


Pond, Bidwell & Stein (1960) 


39,500 


6.2 


College of General Practitioners (1960) 


288,830 


4.5 


4.0 



14. The age and sex distribution of the patients suffering from epilepsy in 
the College of General Practitioners Survey (1960) is shown in Table II. The 
definition of Epilepsy in this survey was “patients who had had repeated fits, 
or who had been under continuous treatment for fits within two years of the 
start of the survey”. 



TABLE n 

Age group at date of survey with rate per 1,000 population 





(0-4) 


(5-9) 


(10-14) 


(15-24) 


(25-34) 


(35-44) 


(45-64) 


(65 +) All Ages 


Male 


3.0 


4.4 


5.1 


5.9 


5.5 


4.7 


3.4 


4.1 4.5 


Female 


3.1 


3.9 


2.8 


6.2 


5.2 


4.0 


3.4 


2.8 3.9 



This table shows that the maximum prevalence rate was in the fifteen to twenty- 
four age group. 



15. Table III deals with a different group of patients and records the rate per 
1,000 population by age group of patients who had a first fit during the survey 
year. It demonstrates that children aged under 5 years are more liable to have a 
first fit than any other age group, but it is important to note that a first fit does 
not necessarily mean that the patient is epileptic and in fact few children under 5 
who have a convulsion ultimately develop epilepsy. 
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TABLE III 





Age Group at date of first seizure with tate per 1,000 population 






(0-4) 


(5-9) (10-14) (15-24) (25-34) (35-44) (45-64) (65 +) 


All Ages 


Male 


3.6 


0.5 0.7 0.9 0.2 0.3 0.3 0.6 


0.7 


Female 


3.4 


0.6 0.5 0.8 0.3 0.3 0.3 0.2 


0.6 



16 The range of the overall prevalence obtained from general practice data 
is confirmed by the results of examination of British males of rmhtary age which 
are summarised in Table IV. 



TABLE IV 



Prevalence of epilepsy at medical 
examination for armed forces 



Author 
Lee (1955) 



Prevalence 

No. of men Ages of men (per 1,000 men) 
examined (years) examined 

7,235 Average 18 5.4 



Stewart, Webb 
& Hewitt (1955) 



37,855 17 - 44 3.9 



17. In contrast to these data from general practice and medical examination 
for armed forces is the low prevalence of epilepsy known to the school health 
service in most areas. It is difficult to obtain accurate figures from the school 
health service as epilepsy is not necessarily notified to school medical officers, 
and the fact that the child suffers in this way may not be known to them. In a 
considerable number of cases fits may not affect school work or school atten- 
dance and may not even occur during school hours. There would a PP® ar t0 b e 
no reason to expect that the incidence of epilepsy among school children in 
Scotland is greater or less than in any other country. An enquiry in 1966 to 
Principal School Medical Officers in Scotland revealed that among 844,423 
children of school age, 1,893 or 2.1 per 1,000 were known to suffer from epilepsy; 
of these 1 333 were at ordinary schools and 5 1 5 at special schools ; the remainder 
were not’ attending any school. The number per thousand varied among the 
local authorities from 0.3 to 5.2 per 1,000. If the higher figure or something 
approaching it is more reliable then the expected total number of epileptic 
school children would be 4,400. The number at special schools is likely to reflect 
more accurately all those requiring special educational treatment, i.e. some 12 
to 15 per cent of the estimated total or 25 to 30 per cent of the total of epileptic 
children known to the school health service. A similar survey carried out in 
1956 showed that at that time only 1.1 per thousand school children were known 
to the Principal School Medical Officers to have epilepsy. The number known 
has, therefore, doubled in ten years indicating a possible improvement in 
assessment or a more enlightened approach to this affliction — well known to 
have been the subject of many fears and superstitions in the past. 
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CHAPTER 4 



Medical Facilities recommended for Epileptics in Scotland 

18. We were impressed by the three tier arrangement suggested by the Cohen 
Report and clarified by a memorandum submitted from the Scottish Epilepsy 
Association. This comprises : 

(a) diagnostic and initial treatment facilities — for out-patient, and, 
sometimes, in-patient investigation, for initiation of treatment, and 
for continued out-patient supervision. 

(b) medium stay facilities — for therapeutic adjustment when this is 
likely to be complex, and for economic rehabilitation. 

(c) long-stay (colony) provision. 

19. Epilepsy is a symptom of cerebral disorder, and those who exhibit it may 
be children or adults ; they may vary from the well-adjusted to the maladjusted. 
These categories of patients require a degree of segregation from each other. 
This, fortunately, does not require that we must multiply our three tiers. On the 
contrary the programme could be largely achieved by the extension of facilities 
that are already available or are in an accepted planning stage at this time. Some 
additional developments would be required, for example, an increase of modest 
dimensions in both medical and para-medical specialist staff; an increase or re- 
allocation of beds in some hospitals would be needed. There is a shortage of 
long-stay accommodation, and it is at one site only for the whole of Scotland. 
Further facilities for vocational training in Scotland are also required, though 
centres for this would be shared by many other categories of disabled persons. 
In general the hospital services for epileptics should be within the existing 
services — adult neurological, adult psychiatric, and paediatric neurological and 
psychiatric; in fact they should be where other cerebral disorders are presently 
investigated and treated. The exception to this is the long-stay epileptic colony, 
though possibly even it need not be exclusively for patients exhibiting actual 
epileptic seizures. The majority of those afflicted by epilepsy live and work 
within the general community, and the principal aim in the management of 
epilepsy is to increase the proportion who are able to do so. In addition to 
altruistic motives this is a sound economic proposition. 

Diagnostic and Initial Treatment Facilities 

20. These are the most complex and expensive of the provisions required, 
both in respect of specialist staff and equipment. In any given region they should 
be situated in the main regional hospitals that provide a fully equipped medical 
and surgical neurological service where other cerebral disorders are investigated 
and treated. In each of the more populous regions — Western and South-Eastern 

two such centres, one for adults and one for children should suffice. In each of 

the less populous regions — Eastern and North-Eastern with Northern — it may 
be found expedient to utilise the facilities of a single centre for both adults and 
children, suitably segregated within it. The adult or children’s hospital containing 
such an epilepsy diagnosis and treatment unit within its neurological depart- 
ment should also provide an admission short-stay psychiatric unit where the 
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psychologically disturbed epileptic can be temporarily housed in proximity to 
the complex facilities of the diagnostic and treatment centre. By such provision 
the four segregated categories of epileptics can be dealt with by a minimum 
number of expensive and complex diagnostic and initial treatment centres. The 
expert staff would be economically used and would be maintained in active 
training, and the “turnover” in these units would be fairly rapid. 

21. The basic “work-up” which is essential for every suspected case of epil- 
epsy comprises an expertly elicited clinical history, a neurological and genera] 
medical examination, and radiological and elcctro-encephalographic studies. In 
some cases more sophisticated investigations are required, such as angio- 
graphy, pneumoencephalography, radio-scanning, the use of implanted elec- 
trodes and of surgical electrocorticography. In many cases psychiatric and 
psychometric examination is necessary and the background information from 
the school medical officer, medical or psychiatric social worker is frequently 
required. The adequate observation of some epileptics requires special monitor- 
ing and videotape equipment in one or more rooms. In some children, in 
particular, biochemical studies of a highly specialised nature are necessary to 
exclude some of the inborn errors of metabolism. The neuroradiological and 
neurosurgical facilities are specialised and expensive — so much so that the 
more sophisticated requirements may be provided in only one department in a 
region, usually the main adult neurological department to which children may 
be briefly transferred for special purposes. 

22. It will be appreciated that the team for the ordinary out-patient epilepsy 
clinic requires the presence, or ready availability, of a neurologist (or paedia- 
trician with special interest in neurology), clinical neurophysiologist (E.E.G. 
etc.), neuroradiologist (x-ray, radio-scanning, etc.), psychiatrist, psychologist, 
sometimes the school medical officer, and ancillary staff such as E.E.G. record- 
ists, radiographers, medical or psychiatric social workers, nurses and secretarial 
staff. To make an effective contribution this team of personnel must be so 
available that personal discussion over an individual case can take place. For 
in-patients a similar collaborating team is required, with availability of surgical 
neurologist and additional technical and nursing personnel. We believe that the 
'arguments for centralising this service outweigh the disadvantage that some 
patients will have to spend time in travelling to such a centre. It might be en- 
quired, for example, why not have E.E.G. recordists travel to peripheral units 
and make recordings there. The answer is that the recordist should work under 
the immediate supervision of a clinical neurophysiologist, who can advise on the 
use of non-routine techniques, and on the validity of uncertain E.E.G. phen- 
omena during recording. This supervision is essential to maintain proper 
technical standards, as well as to report promptly and authoritatively on E.E.G. 
records. The clinical neurophysiologist, in turn, depends on personal contact 
with the neurologist. It is important that the nursing and secretarial staff contain 
a core of semipermanent members, who become efficient by experience. 

23. Although little or none of the specialised equipment of a medical and 
surgical neurological department where the initial assessment of epileptic 
patients can be undertaken is exclusively for epileptics, some expansion of 
existing facilities to cater adequately for the epileptic population will often be 
required. For example, the bed provision should be such that epileptics are not 
unduly delayed on the admission waiting list — at present they are often given a 
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somewhat low priority among other neurological conditions. In paragraph 19 
we envisage a short-stay psychiatric unit in proximity to the neurological 
diagnostic centre. This would facilitate the adequate initial assessment of psychi- 
atrically disturbed epileptics, but it would be also available for similar assess- 
ment of persons suffering from mental illness and suspected of having cerebral 
tumour, encephalitis or post-traumatic effects. Out-patient accommodation 
might similarly require extension to facilitate the development of sufficient 
epileptic clinics and to accommodate the relatively large staff required for them. 
It is probable that an efficient diagnostic and initial treatment centre for epilep- 
tics would require some increase in neurological staff, possibly in clinical neuro- 
physiologists and almost certainly in electroencephalographic recordists and 
equipment and in nursing and secretarial staff. Apart from this the necessary 
services already exist or are in the stage of accepted planning. 

24. We are of the opinion that adult epileptics should be referred for initial 
assessment and treatment to a fully equipped neurological department. Those 
adult epileptics who require to be admitted to the psychiatric services should be 
referred at an early opportunity to the short-stay psychiatric unit in proximity to 
the neurological department so that initial assessment can be undertaken while 
they are still under psychiatric care. 

25. Epilepsy in children presents special problems which justify special pro- 
vision and services. These problems are : 

(i) certain types of epilepsy, such as myocolonic seizure and petit mal, 
occur predominantly in infancy and childhood. 

(ii) from a social point of view the needs of the epileptic child are differ- 
ent from those of the epileptic adult. The child is a member of the 
community who is normally dependent and undergoing mental and 
physical development, and there are important social implications as 
regards enabling him to achieve his full potential. These implica- 
tions are best appreciated by those who are trained and practised in 
dealing with children. 

(iii) where physical disease accompanies epilepsy it is often of an essenti- 
ally paediatric nature, for example, cerebral palsy, phenylketonuria, 
or congenital toxoplasmosis. 

(iv) the comments of the Cohen Report on the undesirability of children 
in epileptic colonies associating with adult epileptics apply in a wider 
context to many aspects of the medical care of children (see the 
Platt Report on “the Welfare of Children in Hospital”). Children, 
no matter what their complaint, should not be accommodated in 
adult units unless this is absolutely necessary. 

(v) the investigation of children is most effectively achieved by those who 
are accustomed to them and to adapting their approach and tech- 
nology to the behaviour of the child. For example, a much higher pro- 
portion of successful E.E.G. examinations of children is achieved in 
the neurological service of a children’s hospital or department than 
in that of an adult hospital, no matter how efficient and well equipped 
the latter may be. 
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We recommend, therefore, that the diagnostic and initial treatment facilities for 
epileptic children in Scotland should be established within the existing paediatric 
services, and that children suffering from epilepsy, including those who may be 
psychologically disturbed, should be referred to the main paediatric hospital or 
department of each region. 

26. We recommend that diagnostic and initial treatment facilities for epileptic 
children in the more populous Western and South-Eastern regions should be 
situated in the main children’s hospitals of Glasgow and Edinburgh. These 
centres should be under the direction of paediatric neurologists (a specialty now 
recognised by the Royal College of Physicians of London). Such specialists, 
apart from one on the staff of the University of Edinburgh, do not at present 
exist in Scotland, but their work is essentially a service commitment and we wish 
to emphasise the need to strengthen paediatric neurology by the acquisition of 
paediatric neurologists and the creation of paediatric neurology units so that a 
better service may be provided not only for the epileptic child but also for 
children suffering from other neurological diseases. The facilities for diagnostic 
and initial treatment centres already exist in Glasgow and Edinburgh or are in 
the accepted planning stage. Their equipment and staffing are much as for adult 
centres, and the modest needs for extension and staffing, and accommodation 
and equipment to enable them to deal efficiently with the problem of childhood 
epilepsy are similar. In the less populous regions — the Eastern and North- 
Eastern with Northern — it would be impracticable and uneconomic to dupli- 
cate specialist staff and equipment and a compromise solution will probably be 
found to be necessary; children will require to share the diagnostic facilities 
provided for adults, but should be housed in a children’s annexe staffed and 
administered by the children’s hospital or unit. (At present it is noted that even 
in the Western and South-Eastern Regions the most sophisticated services, such 
as neurosurgery, require the temporary accommodation of children, suitably 
arranged, in an adult department.) It is improbable also that the smaller popu- 
lation of the East and North could justify the appointment of a paediatric 
neurologist; a compromise here could be the appointment of a neurologist with 
special interest in child neurology or of a paediatrician with special interest in 
neurology. While the full development of specialised units must await the 
acquisition of paediatric neurologists we recommend the immediate creation of 
paediatric diagnostic and initial treatment centres for epilepsy under the auspices 
of the existing paediatric and neurological services in Glasgow, Edinburgh, 
Dundee and Aberdeen. We also recommend : 

(i) children suffering from epilepsy, including those who may be psycho- 
logically disturbed, should be referred to the regional paediatric 
centre ; 

(ii) where psychological disorder accompanies epilepsy, the hospital- 
based child psychiatric service can best deal with it; 

(iii) in the case of children who are mentally deficient and who have 
epilepsy, and who have been admitted to a mental deficiency hospital, 
an early opportunity should be taken to transfer them temporarily 
to the paediatric diagnostic and initial treatment centre. In this way 
they, and the mental deficiency service, could obtain the benefit of 
the special facilities for the investigation of epilepsy which we 
envisage. 
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Communications of the diagnostic and initial treatment centres 

27. Patients are usually referred to specialist services by their general practi- 
tioners and we have described above in detail how adult stable epileptics should 
be referred to the hospital containing the main neurological services, how adult 
disturbed epileptics should be referred to the regional psychiatric service, and 
how epileptic children should be referred to the main regional children’s hos- 
pital or unit with neurological provision. Among the most important lines of 
communication, and sometimes the least satisfactory at the present time, are 
those between the hospital centres, general practitioners and the school medical 
officers. It is, of course, essential that relevant information should travel in both 
directions, and that communication should be sustained as required by the 
individual case. So far as the hospital centres are concerned this requirement 
could be facilitated by a modest increase in medical secretarial staff. As the 
child approaches adolescence there is need for a well organised transfer of his 
supervision from the paediatric service to the adult neurological centre. The 
reports from two of the organisations which we have consulted have drawn our 
attention to the danger of a failure of communication at this stage. Diagnostic 
and initial treatment centres, with their continuing out-patient supervisory 
function, would have to maintain close contact with patients transferred to 
medium stay centres for therapeutic adjustment and economic rehabilitation, 
and with vocational training, employment provision and sheltered work-shop 
facilities for the disabled, and with the associated hostels and also with the long- 
stay colony. 

28. On completion of assessment in initial diagnostic/treatment centres 
patients would be discharged to further care depending on their need. The types 
of care required are: 

(I) general practitioner care. The majority of patients should be suitable 
for this with provision for out-patient consultative supervision by 
neurologists, paediatricians and others along the usual lines. Regular 
dental supervision also merits attention because some anti-convul- 
sant drugs (e.g. phenytoin) could cause disorders of the gums which 
demand expert treatment. 

(ii) admission to medium stay facilities which are discussed in detail in 
paragraph 29 below. This would be required for cases in need of 
more prolonged day to day supervision of medication or for those in 
need of medically supervised industrial rehabilitation or vocational 
retraining in a residential setting. 

(iii) admission to long-stay “colony” facilities for those whose medical or 
social needs are such that they cannot be met in other ways. (See 
paragraph 30.) 

(iv) psychiatric hospital care for cases, children or adults, with grossly 
disturbed behaviour or mental deficiency. (See paragraph 31.) 

It is important that medium stay facilities should be closely associated with 
diagnostic and initial treatment centres to ensure continuity of care, and long- 
stay and psychiatric facilities should also be so organised that referral for re- 
assessment can be easily achieved. 
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Medium Stay Facilities 

29. Two classes of patient require medium stay facilities to permit more 
prolonged supervision than will be possible in diagnostic and initial treatment 
centres : 

(0 epileptic children without gross behaviour problems or mental 
deficiency, but whose seizures are difficult to control. No new pro- 
vision is required for this group, which can be accommodated in the 
convalescent branches of paediatric hospitals; we suggest that cases 
should be grouped in a single convalescent hospital in each area 
closely associated with the regional diagnostic and initial treatment 
centre. A few of these children may be better served by admission for 
a relatively short period to a long-stay hospital or colony , the 
need for this will probably be social or educational rather than 
medical, and such children will go to their own homes during school 
holidays. 

(ii) adults with frequent fits, but without gross psychiatric illness or 
severe mental deficiency. At present medium stay facilities are 
available for patients suffering from epilepsy, as for other patients, m 
the convalescent or rehabilitation hospitals; but this type of accom- 
modation is notoriously insufficient for the public need, is scattered 
in outlying areas, and is difficult of access and to supervise. Under 
these circumstances we recommend that each diagnostic and initial 
treatment centre should have associated with it a new type of medium 
stay unit to which patients requiring close supervision for a longer 
period to stabilise medication could be transferred. These units 
could be established by redefining the function of a part or the whole 
of one or at most two convenient convalescent hospitals in each 
region; or by purpose building the accommodation required if 
suitable adaptation of existing premises were impossible. Medium 
stay units should be of sufficient size to ensure a rapid turnover of 
patients in primary departments of medical or surgical neurology. 
The accommodation could be available for neurological conditions 
other than epilepsy, and the facilities should include: 

(a) supervising medical staff — from the diagnostic and initial 
treatment centre. 

(b) nursing staff. 

(c) electroencephalography. 

(d) psychiatric services. 

(e) occupational therapy. 

(f) physiotherapy. 

(g) speech therapy. 

(h) medical social work. 

We were particularly impressed by the work done by the psychiatric staff in the 
special unit for the treatment of epilepsy in the Maudsley Hospital in London 
and believe that psychiatric treatment can play a very important role in the 
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management and rehabilitation not only of epileptics but also of other patients 
with neurological disorders. In paragraph 32 we draw attention to the 
difficulties experienced by many epileptic patients in training for suitable employ- 
ment. The psychological stress associated with attendance at a Govern- 
ment Industrial Rehabilitation Unit commonly increases the frequency 
of seizures and the epileptic patient may have to be withdrawn from a training 
course because of this. It would be an advantage, therefore, if the medium stay 
units were so sited that patients could attend an I.R.U. daily while still under 
medical supervision of the unit. If necessary this residential hospital 
provision of the medium stay unit could be continued while the patient pro- 
gressed to a course of vocational training, though it should normally be possible, 
once control of fits has been reasonably established, to transfer the patient to 
his home, to a hostel or to lodgings while undertaking vocational training. 

Long-Stay Facilities 

30. Though the steady progress in medicine now makes it possible for more 
epileptic patients to live and work in the community, we have been made aware 
in the evidence presented to us of a continuing demand for long-term care by 
patients, who have been left alone in the world by the death of parents, or who 
are unable because of their seizures, temperament or low intelligence to find 
employment or a home in the community. The only colony for epileptics in 
Scotland was established in 1906 at Quarrier’s Homes in Bridge of Weir, Ren- 
frewshire. It is run by a voluntary organisation and has accommodation for 144 
patients including 40 children. Almost invariably all those admitted have been 
fully investigated at hospital neurological clinics. The colony is at present ful- 
filling a dual function — custodial care of the patient for whom there is no 
alternative, and rehabilitation, either as education in the case of children or as 
occupational and industrial therapy in the case of adults, somewhat on the lines 
of the medium stay unit we describe in paragraph 29. We consider that it is 
important that this dual function should continue, and that facilities for rehabilit- 
ation should be available in the colony, particularly for the patient who will 
require a longer period — say over three months — of support and training 
than could reasonably be provided at a medium stay unit. We are impressed 
with the advantages in regard to stabilisation, uninterrupted education and 
vocational training for children who suffer from fits of such severity or fre- 
quency as to preclude education in a normal school. The only alternative to 
Bridge of Weir is admission to a special school either for the physically or for the 
mentally handicapped, and this has not always proved satisfactory in the past 
and is considered undesirable by the Educational Institute of Scotland. At 
times there is considerable delay in the admission of patients to Bridge of Weir, 
and this confirms the evidence we have been given that there is need for an 
increase in long-term beds. We recommend therefore, that Bridge of Weir 
colony should in future serve the large centre of population in the West of 
Scotland and that a new long-stay unit should be established in the Edinburgh 
area to serve the South-East, East, North-East and North; we also recommend 
that this new colony should be a part of the National Health Service. A colony 
in the East of Scotland would make travelling easier for relatives and friends; 
there are of course many remote areas in Scotland from which it is difficult to 
reach either Glasgow or Edinburgh, but we believe that the number of patients 
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from such areas would be small. To ensure closer liaison between diagnostic 
clinics medium stay units and the colonies we recommend that the key 
personnel of each unit should have duties and responsibilities in the others. 

Psychiatric Facilities 

31 There are patients, both children and adults, in whom seizures are not the 
main therapeutic or management problem, but who exhibit grossly disturbed 
behav our or frank psychiatric illness or mental deficiency. We consider that the 
long-term needs of tiiese patients should be met by the present psychiatric and 
mental deficiency services, though we recognise that, particularly m the case of 
children such services are already urgently in need of expansion. Though the 
general management of these patients will be met by the psychiatric services, we 
recommend that they should be re-assessed at the epilepsy diagnostic centre at 
suitable intervals, and we consider this particularly important m the case of 
children. Consideration should be given to grouping epileptic patients with 
psychiatric disorder or mental deficiency in relatively few departments, which 
would be expected to develop special skill in their management, and woul 
maintain close liaison with the regional diagnostic/treatment centre. 



CHAPTER 5 



Rehabilitation and Assessment for Employment 

32 The value to the epileptic person of steady employment in an environ- 
ment where his disability can be accepted and his occasional need of emergency 
help can be met is beyond dispute. It is well known that the accident record of 
epileptics in employment is no worse than that of other workers ; this may well 
be because they are debarred from hazardous work if their disability is revealed, 
but it may also reflect the stabilising effect of work on their seizures. The 
epileptic person’s difficulties really commence when he first is dismissed from 
employment because of the occurrence of a fit, and the impact of this on a pre- 
judiced public and employers ; the tension of adapting to a new job and a new en- 
vironment inevitablycausesaperiodofinstability andalmost inevitably the patient 

is dismissed from one position after another and a point is eventually reached 
when he is virtually unemployable. The only way in which he can be salvaged is 
through industrial rehabilitation or vocational training, and for this, m our view, 
he requires the support of the medium stay facilities we have proposed in para- 
graphs 28 and 29. Though rehabilitation facilities are provided within the curtil- 
age of a number of hospitals, these are generally geared to provide more for the 
patient recovering from disabling illness or from injury than for those suffering 
from epilepsy. We consider that the Industrial Rehabilitation Units provided by 
the Ministry of Labour have more to offer the epileptic in that when he is placed 
there he is better able to maintain contact with the community in which he must 
live when he has completed his course. The I.R.U. is an assessment unit with 
rehabilitation functions but with no responsibility for retraining nor for place- 
ment in employment. Patients who complete a rehabilitation course may find 

14 



Printed image digitised by the University of Southampton Library Digitisation Unit 



suitable employment at the end, or they may be recommended for a course of 
training or retraining in a Government Training Centre. We welcome the inform- 
ation we have been given that a G.T.C. is to be established in Edinburgh linked 
with the present I.R.U. and that a similar I.R.U. and G.T.C. facility is to be 
established at Bellshill. Both these centres will then have the same provision as 
that which is at present available at Hillington in Glasgow and all Scottish I.R.U.s 
will be able to offer to clients who suffer from epilepsy facilities in which their 
training can continue without changing their residential surroundings when the 
I.R.U. course has been completed. We recommend that the hospital services 
take account of these existing and proposed facilities in Hillington, Edinburgh 
and Bellshill when planning medium-stay facilities for epileptics and that means 
should be provided to encourage patients from other hospital regions to transfer 
to the medium-stay units established in proximity to I.R.U./G.T.C. complexes. 

33. Though the statistics presented to us on our visits to Industrial Rehabilit- 
ation Units showed that the failure rate in epileptics is not markedly different 
from that for patients suffering from other disabilities, we have the impression 
that the medical advisers for epileptics are at present reluctant to refer them to 
I.R.U.s, and that the group which is admitted is highly selected. We also noted 
that the range of training offered to epileptics is restricted to courses which 
involve the very minimum of risk; this we feel limits the value of rehabilitation 
and we consider there is considerable room for experiment in the sheltered 
environment of the I.R.U. to see how far epileptics can be trusted with work 
which is traditionally considered too dangerous — e.g. soldering, welding and 
the use of machine tools. If this were done more patients might qualify for 
courses at a Government Training Centre and be better qualified to compete for 
employment at the end of the course. 

34. It would not be fair to the staff of an I.R.U. to expect them to experiment 
with the training of epileptics without the support of the medical staff of the 
medium-stay unit. When, however, our recommendation in paragraph 32 is 
implemented, we recommend that the training offered at I.R.U.s should be made 
more comprehensive and experimental. 

35. There are voluntary agencies undertaking the rehabilitation and voca- 
tional training of epileptics, such as Red Cross House in Largs and the Simon 
Square Centre in Edinburgh. The honorary medical consultant at Red Cross 
House gave us evidence which showed that the prognosis of the epileptic at the 
centre is not good; this may be because he is asked to admit epileptics with 
problems of behaviour which would make them unacceptable to an I.R.U. 
These voluntary units might be able to show a higher success rate if they were 
able to place patients after rehabilitation in Government Training Centres 
supported medically by a medium-stay unit. 



Hostels 

36. When the epileptic trainee has successfully passed the first critical period 
in his rehabilitation in which anxiety and other stresses commonly cause 
increased frequency of seizures, he should be expected to leave hospital (the 
medium-stay unit) and resume life within the community. Sufferers from epilepsy 
experience difficulty in obtaining lodgings, and this would be particularly diffi- 
cult in the vicinity of a centre for vocational training accepting other types of 
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handicapped people. Unless he has a home so situated that he can go there and 
continue his rehabilitation and training, the next step will be to live in a hostel 
associated with the I.R.U./G.T.C. complex. It is arguable whether a hostel should 
cater exclusively for epileptic persons; the undesirability of segregation must be 
balanced against the advantages of living with other ep.lep ics supervised by a 
staffused to catering for their needs in an informed way. ^ Male pal 
the Hillington I.R.U. can use the hostel maintained by the Church of Scotland 
in Glasgow. A similar hostel for women is to be created m Edinburgh. We 
recommend an extension of hostel facilities to cover the three I.R.U /G.T.C. 
complexes once they have been opened, and would support the view hat hese 
hostels should admit other types of patient so long as the demand for places 
does not prejudice the interests of epileptics. If tins were to happen there would 
be a casefor providing separate hostel accommodation for epileptics. Hostels 
should also accommodate epileptics who have competed re-training and 
entered general industry or protected employment, but the aim should be 
eventually to establish the patients in lodgings or m their own homes. 



The Re-trained Epileptic 



37. After re-training the epileptic worker can graduate to : 



(a) 



(b) 



General industry. The majority of trainees should, be capable of 
work in open industry compatible with their physical and mental 
endowment. If a system of rehabilitation and training such as we 
recommend is introduced, there should be considerably less difficulty 
in placing patients in open employment. 

Industry for the handicapped. Some workers suffering from epilepsy, 
unable to work in open industry, are employed by government- 
sponsored industry such as Remploy. They then work in a modified 
industrial environment with the other handicapped people. We have 
evidence that epileptics do well in this type of employment, and learn 
with regret how few places are available. We recommend extension 



of this facility. 



(c) Sheltered workshops. A relatively small number of epileptic patients 
are unable to maintain the pace of even protected work such as 
Remploy, or they may have too frequent seizures to justify their 
retention in a workshop which must be economically viable. It is 
advantageous to the morale of such people and to the national 
economy to employ them to their full potential in suitable work even 
though the factory cannot be self-supporting. Seaborn Industries, run 
in Glasgow by the Scottish Epilepsy Association, is a good example of 
a sheltered workshop run entirely for epileptic workers. In other less 
populous areas, sheltered workshops which would also provide 
places for other types of disabled persons might be considered by the 
voluntary bodies or by local authorities. 



The Disablement Resettlement Officer 

38. We feel that liaison between the physician, the epileptic patient and the 
disablement resettlement officer could be improved. Theinitiativeforrecommend- 
ing training is essentially with the physician and we would like to see more cases 
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in which the D.R.O. approaches the physician directly and suggests that an 
epileptic client should be recommended for training. It is our impression that at 
present the guidance given to the D.R.O. as to the placing of an epileptic patient 
on leaving the I.R.U. or at other times, is of a negative kind. He is supplied with 
a list of prohibitions but little positive guidance on the client’s suitability for work 
of any specific kind. We believe that this situation would be ameliorated if a 
classification of work for epileptics such as we propose in paragraph 12 were 
introduced, and if facilities for rehabilitation and for training courses were 
used more experimentally and more generally than has been done in the past. 

Accident liability 

39. In our earlier comments we have stated that too many restrictions have 
been placed on the type of work offered to persons who suffer from epilepsy, and 
that this is due to an over-cautious attitude to the possibility of accidents and 
to claims for damages or compensation arising therefrom. On the general 
subject of accident liability we feel we can do no better than quote the relevant 
section of the 1967 Ministry of Labour Pamphlet entitled “Employing Someone 
with Epilepsy” — 

“At common law an employer is under a general duty to take reasonable 
care for the safety of his work people so as not to expose them to un- 
necessary risks. In addition statute law imposes many compulsory require- 
ments as to safety measures. 

Insurance offices generally have undertaken to include all disabled 
persons, including those suffering from epilepsy, in their employer’s 
liability insurance policies on the same terms as the able-bodied on the 
understanding that the employer, in allocating work, takes account of 
the nature of the particular disability. 

The National Insurance (Industrial Injuries) Act 1946 and subsequent 
Acts cover epileptics in common with all other insured workers, and 
employers need not, therefore, fear any special problems in that con- 
nection. 

There is no evidence to suggest that, where care is taken in selecting 
suitable employment particularly for the epileptic who is likely to have an 
occasional fit at work, the frequency of accidents among employees 
suffering from epilepsy is any greater than that occurring among the 
ordinary working population.” 

Though a common law definition of “reasonable care for safety” as applied to 
epileptic workers would only be established by case law, we consider that the 
paragraph quoted permits much more latitude in the selection of employment for 
epileptics than is at present practised. The position might be improved when 
D.R.O.s bring to the attention of prospective employers the pamphlet from which 
we have quoted. This we feel sure will be done. 



17 



Printed image digitised by the University of Southampton Library Digitisation Unit 



CHAPTER 6 



The Epileptic School Child and School Leaver 

40. The Education (Scotland) Act, 1962 requires education authorities to 
ascertain what children in their area require special educational treatment. The 
Special Educational Treatment (Scotland) Regulations 1954 define nine cate- 
gories of handicap which may need special education. One of these categories 
is epilepsy. It is accepted policy that so far as is possible handicapped children 
should be educated in ordinary schools, and we fully endorse recommendation 9 
of the Cohen Report in this respect. Generally speaking special educational 
provision is only made for epileptic children if they suffer from severe or fre- 
quent fits, if there is associated disorder of behaviour, if the epilepsy is a symptom 
of more widespread brain damage and is associated with a physical disability or, 
finally, if mental retardation determines the need for special help. The decision 
as to whether the epileptic child can remain in an ordinary school will depend on 
the nature and frequency of fits, on the behaviour pattern and intelligence of the 
child, on his age and on the ability of the teacher and the child’s class-mates to 
accept the situation when a fit occurs. In their evidence to us the Educational 
Institute of Scotland stated “there is a strong case to be made for educating 
teachers in the handling of epileptics”. This we support, as there is little doubt 
that the child emerging from an epileptic seizure and in a state of semi-conscious 
automatism can have a violent panic reaction if he is not handled skilfully. 
The disruption of the class during the period immediately following a fit often 
determines whether the epileptic child can remain in an ordinary school. Though 
we agree with the Cohen Committee’s recommendation that the decision to send 
an epileptic child to a special school should only be taken after assessment at a 
hospital diagnostic centre, we recognise that the final decision rests with the 
education authority, and that the Director of Education, in advising his authority 
must take cognizance of other factors as well as the medical aspects of the case , 
he must also consider the opinions of the teacher and the educational psycholo- 
gist. 

41. In the section on prevalence we have shown that the school medical 
officer is unaware of a proportion of school-children who suffer from epilepsy, 
and those of our members in general or hospital practice know that this is often 
due to parental opposition to the passage of information to the school. Because 
it is very much easier for a teacher to manage a child who has a convulsion, if he 
or she has been forewarned of the possibility, we feel that consultants and general 
practitioners should make a special effort to persuade the parents of epileptic 
children to allow the school medical officer to be informed. This is in accordance 
with recommendation 12 of the Cohen Report. The medical officer could then 
decide in consultation with the child’s medical attendants whether the inform- 
ation should be passed to the teaching staff of the school or not. It may not be 
necessary to inform teachers if the condition is fully controlled by drugs or the 
fits are infrequent and nocturnal, but if there is a definite risk of a fit occurring 
in school, or if the type and dosage of anti-convulsant treatment is such that the 
child’s school performance may be affected then the teacher should be put into 
the picture. The teacher may be able to help the child’s medical attendants by 
providing information not only on the frequency of fits, but also on school per- 
formance and behaviour and on any changes which may follow modification of 

18 



Printed image digitised by the University of Southampton Library Digitisation Unit 



the drug regime. The supervision of all handicapped pupils is best achieved when 
teachers, psychologists and doctors work as a team; this is particularly so in 
epilepsy — a symptom which is generally inadequately understood and which is 
so frequently associated with other handicaps, physical, intellectual or emotional. 
Another problem is that of the child who suffers from frequent petit mal. This 
does not of course cause the same disruption as major fits and there may seem 
little point in informing the school. But petit mal may seriously affect progress in 
school as each attack interrupts the child’s thought processes and attention. 
Such children may be unjustly labelled inattentive and punished unless the 
teacher is made aware of the condition. We are told that sometimes children with 
a history of febrile convulsions only are labelled “epileptic”. We agree with the 
Cohen Committee that this is incorrect and also ill-advised, particularly if the 
label is passed to the teacher. 

42. Where epilepsy is associated with a severe degree of physical handicap, 
such as cerebral palsy, the latter condition will probably determine the type of 
school to which the child is sent. Schools for the physically handicapped should 
be able to cope with the majority of these children. Where epilepsy is associated 
with mental handicap it is likely that the mental condition will be the main 
factor in deciding what form of special educational treatment is required. The 
mentally retarded epileptic is, however, more liable to have post-ictal confusion 
and associated behaviour disorders in the recovery stages. It is from the special 
schools and occupation centres for the mentally handicapped that most accounts 
of unmanageable epileptics come. Cases occur where children are excluded from 
school altogether and reported under Section 65 of the Education (Scotland) 
Act, 1962. If this occurs, the local health authority, which by statute is informed 
by the education authority, must ensure that the child is supervised by the mental 
deficiency service and that the social and medical needs of the child and its 
family are adequately met. We have evidence that this important provision is 
not always made. 

43. The child who suffers from epilepsy is very much at the mercy of his home 
environment. If he has careful parents who supervise his anti-convulsant treat- 
ment, he is likely to be able to remain in an ordinary school. If his home support 
is inadequate and his anti-convulsant treatment erratic, he will be in difficulties. 
In the minority of instances where supportive social case work proves ineffective, 
facilities for residential schooling should be provided. All residential schools for 
epileptics are familiar with the problem of the child who arrives with a history of 
frequent fits and unmanageable behaviour at ordinary schools, but who rapidly 
settles down and has no further fits in an environment where his condition is 
accepted and his treatment given regularly. This is the experience in the special 
section for epileptic children in Quarrier’s Homes, Bridge of Weir, and the 
associated Carsemeadow Special School which is administered by Renfrewshire 
Education Authority. 

44. Leaving school is a time of emotional change and instability for all 
children. There is a big advance in personal independence, and fresh relation- 
ships with the adult world must be developed. The epileptic school child, par- 
ticularly if he has been at a residential school, will require medical support to 
insure that his anti-convulsant treatment is continued; he will find that the 
world as represented by employers and landladies has very little sympathy for 
him and may be frankly antagonistic, and he will need social support to reconcile 
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CHAPTER 7 

Epilepsy with Behaviour Problems 

stated the need for investigations to be mad ? fro ® .™ any beUef t hat P ; f suc h 
neurological, psychiatric, psychological, s00l f ! A , ; difficulties which 
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of others Provided they are first dealt with in the special investigatory units we 
have described in paragraph 20, there is no reason for to P™ . mad* for 
them to be basically different from that made for patients with disturbed b 
haviour who are not epileptic, but in paragraph 31 we have suffiested tha,V they 
might with advantage be grouped in comparatively few psychiatric departm 
closely associated with neurological centres. 

47. As regards services for children in this i group v ve can do no better Ahan 
support the following recommendations made by the Special Comm 
Medical Services for Child Guidance : 
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“Residential Accommodation 

21. The provision of increased facilities for the residential treatment for 
maladjusted children and adolescents should be regarded by Regional 
Hospital Boards as a matter of urgency. Two categories of accommoda- 
tion are necessary for inpatient treatment : 

(a) Short-stay units primarily for the purposes of observation and 
assessment, and 

(b) Long-stay units for the treatment of children and adolescents 
suffering from psychoses or severe personality disorders. 

22. Measures should be instituted to ensure continuity in the medical 
care of maladjusted children. In present circumstances the existing 
practice of providing separate in-patient units for children above and 
below the age of 12 tends to disrupt treatment. 

23. There is a need to develop residential schools and hospitals for mal- 
adjusted children with adequate medical and psychiatric services. 

24. The place of the day hospital in the treatment of maladjusted children 
should be explored.” 

48. We are also of the opinion that because of the complexities of diagnosis 
and the need for team work comprising paediatricians, paediatric neurologists and 
psychiatrists, etc., the diagnostic and initial treatment units for children should 
be associated with paediatric hospitals or paediatric units in general hospitals. 
Epileptic children with behaviour problems whose intelligence is normal should 
after assessment be treated with other children with behaviour problems but 
separately from mentally defective children. We agree with the frequently 
expressed view that there is need for residential accommodation for disturbed 
maladjusted adolescents, whether epileptic or not, and that in general those 
under sixteen years should be treated separately from those over sixteen. The 
adult epileptic with behaviour disorder is at present treated with the mental 
health services if his behaviour disorder is the major disability, and it is reason- 
able that this arrangement should continue. It is essential, in order to ensure 
continuity of care, that transition from one type of provision to the other should 
be easily effected, and we have drawn attention in paragraph 30 to the need for 
close liaison with the regional diagnostic/treatment centre for epilepsy at all 
times. 

Summary of Main Conclusions 

■ 

1. We are satisfied that the epileptic patient is at serious disadvantage as a 
citizen in that he has medical and social problems which are not sufficiently 
appreciated. To remedy this more attention should be paid to the subject in 
post-graduate medical education, in the training of teachers and by education of 
employers and the general public. Public enlightenment is an important role of 
voluntary bodies concerned with the welfare of epileptics, (paragraph 5). 

2. We consider that services and facilities for epileptics should be on the lines 
proposed in the Cohen Report (1956) adapted to the special needs of Scotland, 
(paragraphs 6, 7, 8). 

3. The medical classifications of epilepsy have little relevance to the social 
needs of the patient, and for socio-economic purposes we recommend a classifi- 
cation into seven categories based on the patient’s capacity for employment, 
(paragraphs 9-12). 
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4 Recent surveys suggest that the prevalence of epilepsy is approximately 
five oer thousand population. Less than half the expected number of epileptic 
schoolchildren is known to school medical officers in Scotland thoughae overall 
rate of ascertainment has improved during the past ten ^ m7) 

school health services in detecting epilepsy is very variable, (paragraphs 13 17). 

5. Facilities for epileptics in Scotland should include (paragraph 18). 

(a) Diagnostic and initial treatment hospital facilities, (paragraphs 20-26). 

(b) Medium-stay hospital facilities, (paragraph 29). 

(c) Long-stay hospital or “colony” provision, (paragraph 30). 

(d) Facilities for rehabilitation and vocational training, (paragraphs 32- 

39). . . , 

6. Diagnostic and initial treatment centres should be “^Wished m four 
population areas based on the existing hospital board regions . - . W»tem, Souffi 
Eastern, Eastern and a combined area of Northern and “-basterm n the 
West and South-East there should be separate centres for adults and chil , 
in the other two areas the facilities for children if 

adults, should be staffed from paediatric units. Centres shoul ‘ ^ 

only but should deal with other cerebral— neurological and psycholog 
disorders, (paragraphs 19-20). 

7 Staffing of centres should be such that complete investigation is possible, 
and some expansion or re-allocation of beds is 

priority position of epileptics on hospital waiting lists. A short-stay psychiatric 
unit should be available in proximity to each diagnostic centre for the inv 
gation of disturbed epileptics, (paragraphs 21-24). 

8. Epileptic children have needs which can be met best by the specialised 
paediatric service. The specialty of paediatric neurology should be further 
developed in Scotland. Mentally deficient epileptic children who have been 
admitted to mental deficiency hospitals should be assessed at diagnostic and 
initial treatment centres at an early opportunity, (paragraphs 25-Zt>). 

9. For effective supervision of the patient the lines of communication between 
diagnostic centres, general practitioners and school medical officers require to 
be better established than at present. A particularly important line of com 
munication is the transfer of the older child from the paediatnc service to the 
adult diagnostic/treatment centre. Diagnostic centres should also maintain c ose 
contact with the medium and long-stay facilities and with social and employ 
ment agencies . (paragraph 27) . 

10. The majority of patients, after assessment, can return to the care of their 
general practitioners. Some patients on discharge will require medium-stay, long- 
stay or psychiatric facilities. All patients should be re-assessed at appropriate 
intervals, (paragraph 28). 

1 1 . Medium stay facilities of a special nature are required for stabilisation of 

seizures in difficult cases and for convalescence ^ «^ b ^tation. wo^ 
mend that for children and adults separate units should be established which are 
closely associated with each diagnostic centre and ^ where cases are; g™up 
rather than dispersed in several convalescent hospitals. These F° 

special services including psychiatric treatment and be defined as medium-stay 
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units. Selected patients from medium-stay units could with advantage attend 
daily at a Government Industrial Rehabilitation Unit, (paragraph 29). 

12. Long stay facilities. We recommend that for the South-East, East, North- 
East and North of Scotland a second colony for epileptics should be established 
as a National Health Service provision near Edinburgh, and that thereafter the 
colony at Bridge of Weir should serve the population of the West. Colonies 
should fulfil a dual function — custodial care and rehabilitation — and should 
include provision for the education of patients of school age. (paragraph 30). 

1 3. Psychiatric facilities are required for epileptic patients with severe dis- 
turbances of behaviour or mental deficiency. Consideration should be given to 
grouping such patients in relatively few departments having liaison with diag- 
nostic/treatment centres, (paragraphs 31 and 46-48). 

14. Finding suitable employment is the most serious problem of many 
epileptic patients. An effective service for rehabilitation and placing in employ- 
ment could be provided by the Industrial Rehabilitation Unit associated with 
a Government Training Centre. We welcome plans to establish I.R.U./G.T.C. 
complexes at Hillington, Edinburgh and Bellshill and recommend that medium- 
stay facilities for epileptics should be established in the vicinity of each of these 
centres, (paragraph 32). 

1 5. Too many kinds of job are traditionally regarded as dangerous for 
epileptics, and I.R.U./G.T.C. complexes should experiment with training 
courses in work at present considered unsuitable once medium-stay facilities 
can provide medical support for such experiments. Voluntary agencies under- 
taking rehabilitation might have higher success rates if they could place patients 
in Government Training Centres located near medium-stay units, (paragraphs 
33-35). 

16. During training at a G.T.C. the epileptic patient may need hostel accom- 
modation. Hostels are also needed for epileptics who are in employment and 
who have difficulty in finding lodgings. We recommend an extension of hostels 
to cover the three I.R.U./G.T.C. complexes when these are established, (para- 
graph 36). 

17. The properly re-trained epileptic should have a better chance of a place in 
open employment. For more severely disabled epileptics we recommend an 
extension of industry for the handicapped (Remploy) and of sheltered work- 
shops, which could be established by local authorities or voluntary bodies, 
(paragraph 37). 

18. We feel that the Disablement Resettlement Officer should be more 
ready to approach the physician regarding training courses for epileptic clients. 
If a system of classification such as is proposedinparagraph 12 were introduced we 
believe it would give more positive guidance to the D.R.O. on the type of employ- 
ment he should seek for an epileptic worker, (paragraph 38). 

19. In expressing the view that there are unnecessary restrictions on the 
types of employment offered to persons suffering from epilepsy, we have borne 
in mind that legal aspects, particularly possible claims for compensation for 
injury at work, are in part responsible for the restrictions. The 1967 pamphle 
of the Ministry of Labour “Employing Someone with Epilepsy” states the legal 
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position and in our view shows that a wider choice of jobs could be opened to 
epileptics without fear of litigation, (paragraph 39). 

20. The epileptic school child poses problems to the ordinary school which 
may make it necessary for an education authority to arrange special educational 
treatment. We endorse recommendation 9 of the Cohen Report that epileptic 
pupils should as far as possible be educated in ordinary schools. Before transfer 
to a special school is contemplated, the education authority should consider 
reports from the hospital diagnostic centre, the teacher and the educational 
psychologist, (paragraph 40). 

21. The fact that a child suffers from epilepsy may be concealed from the 
school and the school health service. This may not be in the best interests of the 
child. We recommend that, with the consent of the parents, the school medical 
officer should be informed of the diagnosis and should consult with the patient’s 
medical attendants on whether or not the school teacher should also be informed. 
Children with a history of febrile convulsions should not be automatically labelled 
epileptic, (paragraph 41). 

22. The special educational treatment provided may be determined by 
associated handicaps such as cerebral palsy or intellectual subnormality. More 
attention should be paid to the supervision of epileptic children excluded from 
school through reports issued under section 65 of the Education (Scotland) Act, 
1962. (paragraph 42). 

23. Because of the difficulties which epileptic persons find in obtaining 
employment, we recommend that vocational guidance should begin two years 
before school leaving and that the present arrangements for advising the handi- 
capped school child and young worker should be improved, (paragraphs 43-45). 

24. Disordered behaviour requiring treatment occurs in a minority of 
epileptics. Provided they are first given a full neurological investigation there is 
no reason for the provision for disturbed epileptics to be different from that 
made for other patients with disturbed behaviour, (paragraph 46). 

25. Improved psychiatric services for epileptic children with behaviour dis- 
orders, short-stay and long-stay, for those aged below 12 and for adolescents 
depend on the development of better facilities for disturbed children and adoles- 
cents whp do not suffer from epilepsy and we support the recommendations of 
the Committee on Medical Services for Child Guidance in this respect, (para- 
graphs 47-48). 

26. Transfer from adolescent to adult services of epileptic patients receiving 
psychiatric treatment must be easily effected and liaison with the regional 
diagnostic/treatment centres must be close at all times, (paragraph 48). 
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APPENDIX 



Organisations from whom Evidence was received 



1 . Scottish Epilepsy Association 

2. Royal Medico-Psychological Association 

3. Scottish Association of Neurological Sciences 

4. British Paediatric Association 

5. Society of Medical Officers of Health 

(Scottish Branch) 

6. Association of School Medical and Dental 

Officers of Scotland 

7. British Medical Association (Scottish Council) 

8. Ministry of Labour (Scottish Headquarters) 



9. Institute of Youth Employment Officers 

10. Association of Psychiatric Social Workers 

11. Educational Institute of Scotland 



Written evidence only. 

Written evidence and oral evidence 
from Dr M. W. Whittet, Dr F. H. 
Stone and Dr R. C. MacGillivray. 
Written evidence only. 

Written evidence only. 

Written evidence only. 

Written evidence only. 

Written evidence only. 

Written evidence and oral evidence 
from Mr J. Hendry and from Mr D . 
Clark, Disablement Resettlement 
Officer. 

Written evidence only. 

Written evidence only. 

Written evidence only. 



Written evidence was also received from ’"Dr Hugh Miller, General Practitioner and 
Appointed Factory Doctor, Edinburgh, and Dr G. G. Browning, Consultant in Physical 
Medicine, Western Regional Hospital Board and Honorary Consultant, Red Cross House, 
Largs. 

Oral evidence was also received from Dr F. Riley, Senior Medical Officer, Ministry of 
Health, from Mr G. N. Begley, Liaison Officer for Scotland, Remploy Limited, and from Mr 
J. O. Johnston, Assistant Secretary, Scottish Home and Health Department. 

♦On 13th February, 1967 Dr Hugh Miller was appointed Medical Officer in the Scottish 
Home and Health Department. 
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